paper is given as a brief review of the advice received at the Board and of my own discussions as a medical officer of the Board. It is not a statement of Board policy. Policy has to be determined by the Board as a corporate body after receiving advice.
The approach of the Department of Health to this problem has been put by the previous speaker, Dr Bainbridge. From time to time the official view is expressed in HM circulars to which, in general, Boards are required to work. The circulars are advisory, unless printed on pink paper, rather than mandatory for the most part and one may say at once that the advice in them is usually well considered and acceptable. It is necessary, as in everything, to be flexible in applying basic reasoning to local peculiarities and local geographical features. For my own part, I think that the Department circulars on the accident services are sound, perhaps because they bear strong resemblances to the views of the first Accident Committee of this Board 10 years ago.
Trouble, as always, occurs in trying to apply these sound principles for a variety of reasons. For one thing money is usually involved, i.e. more money for further building and physical facilities which are often deficient, and so often at the end of an HM advocating some very good improvements in the service comes the little chorus which says that no additional finance can be spared to implement the contained suggestions. I we would like to go further but I think that the will has to come locally in the first place. One cannot drive everything from the centre, there has to be a pull from the periphery too. You will be aware that there is still a gaping chasm in this short review of the Board's ideas in this field. The old-style large casualty department in a town or city area was traditionally in the past, all the medical service the local population ever knew. With the increase in car ownership and the facility for calling out an ambulance by a 999 call (at one time an ambulance would only turn out at the request of a doctor or a policeman), it is now accessible to a much larger population. The non-resident general practitioner is also in increasing difficulty especially with the slowness in developing large health centres with group practices.
Although this department is now styled the Accident and Emergency Department it functions for the most part in just the same role as it did 40 years ago. The anticipation that with the advent of the National Health Service everyone would have a general practitioner as his first line of advice and would not need casual treatment by the local hospital does not seem to have materialized. Furthermore, in the past most such departments had a casualty officer on a semi-permanent basis running them and junior staff were often newly qualified doctors who had to do a certain proportion of their house surgeon post as a casualty house surgeon. In my own hospital for example, the house surgeon post was 9 months, of which the first 3 months had to be spent in the casualty department. We Finally, we should not restrict ourselves to dealing with the injury after it has occurred. Anyone organizing an accident service should be equally concerned with the prevention of accidents and supporting those safety officers concerned, even ifthis amounts to little more than being available for advice.
